Supplement 117 palpated; it felt like an adenocarcinoma. On proctoscopy the lesion was obviously infiltrative and granular with a depressed, ulcerated surface. The biopsy report was carcinoid tumor of the rectum. The patient returned home where abdominoperineal resection was performed. He died two years later, with generalized metastasis.
. In comparison with adenocarcinoma of the rectum, anal cancer is an uncommon disease. Only 1 squamous cell carcinoma of the anus is seen for 28 cases of rectal cancer, an incidence of 3-5 per cent. In this series of 157 cases the sex incidence has been nearly equal, with a slight preponderance of males over females compared with an incidence of 2 males to 1 female in rectal cancer. There is nothing significant in the average age of patients with anal cancer taken alone or when compared with carcinoma of the rectum.
'From the Department of Pathology, St. Mark's Hospital, London. Gabriel (1941) subdivided squamous cell carcinoma of the anus into tumours of the anal canal and tumours of the anal margin. This distinction has been continued here by defining anal canal cancer as a tumour which lies above, mainly above or astride the dentate line (the dentate line being the level of the anal valves). Anal margin tumours are those mainly below or below the dentate line. These observations have been made by examination of operation specimens, but in 16 cases the site could not be accurately determined. (Table II) is nearly three times as common as cancer of the anal margin. A comparison of the sex incidence shows that anal canal cancer is more common in females than males in a proportion of about 3: 2, whereas anal margin carcinoma is four times more common in men. There is no difference in the average age at the two sites.
I have found no evidence to suggest that any one quadrant of the anal canal or anal margin is particularly prone to squamous cell carcinoma.
An analysis of the treatment of anal cancer at St. Mark's (Table III) shows that the vast majority of anal canal tumours were treated by a radical excision of the rectum and anal canal; only 6 cases out of 99 were treated by local excision and these were either small tumours or there was some special reason for a limited resection. The 14 cases classified as "growth not removed" include inoperable cases and those treated by radiotherapy alone. In contrast, local excision has been the most favoured treatment for anal margin disease, but in 9 cases the growth was extensive enough to need a radical excision of the rectum.
Carcinoma of the anal canal shows preferential spread up into the lower third of the rectum, and this explains why many anal canal cancers present clinically as tumours of the lower rectum (Table IV) , and taking the major operation cases only, hemorrhoidal gland deposits were found in 42-9% of cases. In all 157 cases of squamous cell carcinoma clinical and pathological evidence shows an incidence of inguinal gland involvement in 35% of patients. In 1,076 cases of adenocarcinoma of the lower third of the rectum there were inguinal metastases in only 7 % of cases. However, it is my impression that inguinal gland metastasis occurs later in the course of anal cancer than hxemorrhoidal metastasis. In anal margin disease there were 9 cases treated by a radical excision of the rectum, but none of these contained any hemorrhoidal gland metastases. Moreover, the cases treated by local excision which did not survive five years mostly had an inguinal gland recurrence. It would appear that anal margin disease is best treated by local excision, but the inguinal recurrences remain a problem.
The crude five-year survival rate given in Table V of all cases of squamous cell carcinoma of the anus is 42-6% compared with 34 7% for rectal cancer. It is rather surprising to find that there is a better prognosis in squamous cell carcinoma. If the five-year survival rate is broken down for site, that is into anal canal and anal margin tumours, the figures show that the prognosis in anal margin disease is more favourable than in anal canal cancer, despite the fact that most anal margin tumours were treated by local excision whereas the anal canal ones were treated by a radical operation.
-One reason for the better prognosis in anal margin disease could be that this site is more favourable to early clinical diagnosis. Another reason is apparent from a study of the histology of squamous cell carcinoma of the anus. For a great many years it has been customary to regard the amount of keratin produced by squamous cell carcinoma as a rough guide to the degree of malignancy. Personally, I regard any form of histological grading as only an approximate estimate of the rate of growth of a tumour.
However, Table VI shows that less than half of all anal canal tumours produce any keratin at all whereas over 80 % of anal margin cancers were keratinizing squamous cell carcinomas. 
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The histology of squamous cell carcinoma of the anal region is far from straightforward. The appearance of anal canal tumours is mostly that of a non-keratinizing squamous cell carcinoma such as is found in the cervix or the pharynx. Basi-squamous tumours are not uncommon, and care must be taken to differentiate these from basal cell carcinoma or rodent ulcer of the perianal skin which is a very rare disease, only 10 cases having been seen at St. Mark's in the last twenty-five or thirty years. 23 out of 157 of these squamous cell tumours of the anal region are muco-epidermoid carcinomas. They are squamous cell carcinomas which may be keratinizing, but as they grow mucus as well as keratin is formed. All these muco-epidermoid carcinomas are from that part of the anal canal above the dentate line where, as has been shown by Professor Walls (1958) of the Middlesex Hospital, there is considerable epithelial instability. In this part of the anal canal the epithelium tends to be transitional in type, and may contain droplets of mucous secretion, but as age advances it tends to undergo metaplasia to a more typical type ofsquamous mucous membrane.
Other types of cancer of the anal region include malignant melanoma, which arises from the upper part of the anal canal. It is extremely rare and only 10 cases have been seen at St. Mark's in the last twenty-five years. All these cases had glandular metastases at the time of operation and none survived more than three years. Lastly there is the extremely rare carcinoma of the perianal apocrine glands which may present as extramammary Paget's disease of the perianal skin with an underlying adenocarcinoma of apocrine gland type. Only one such case has been seen at St. Mark's, and there are only a few in the literature. It is my experience that a condition closely resembling extramammary Paget's disease of the perianal skin can occur as the result of the downward spread of adenocarcinoma of the rectum. REFERENCE GABRIEL, W. B. (1941) Proc. R. Soc. Med., 34, 139. WALLS, E. W. (1958) Brit. J. Surg., 45, 504. 
